With the technical collaiborationl of Russell J. Tat 
IF THE present high dietary intake of fat
by upper class, middle aged Western man is chiefly responsible for his increased susceptibility to clinical coronary artery disease, then the relative immunity enjoyed by his female counterpart can only be explained by her failure to ingest a similar high-fat dietary or by her possession of some sex-linked protection against the presumed atherogenic (Qualities of a high-fat intake. However, wheni we studied the actual, individual dietary intake of 46 young American women and their husbands, the intake of fat was found to be identical in the 2 sexes.' Furthermore, when the salient data available in the literature were analyzed,1 it became apparent to us that there was no clear-cut evidence to support the belief that the American female might enjoy some sex-linked protection against the supposed atherogenic properties of a highfat diet.
These conclusions led us to consider a seeond possibility, namely that a high-fat inFrom the Harold Brunn Institute, Mount Zion Hospital, San Francisco, Calif.
Aided by a grant from the Alameda County Heart Association. take of and by itself is not specifically responsible either for the greater incidence of clinical coronary artery disease ill the American male, as compared either to the American female or to men of other races and societies ingesting lower amounts of fat. Again the available experimental and epidemiologic data bearing upon these possible relationships were surveyed.", 2 It soon became apparent to us that such data were fre(luenitly-collected with little or no consideration of such possible important variables as the incidence of hypertension, the striking difference in the incidence of mnvocardial infarction as opposed to coroniary atheroselerosis per se, the qualitative nature of the fats ingested, the means adopted to estimate the actual fat inlgestion, changes in inhcidence of thrombotic accidents, and differences in amount of exer-(ise. Then too, the possible influence of socioeconomic stress was not considered in such epidemiologic studies. Thus Bantus have been compared with American executives, and prosperous yet possibly harrassed Northern Italian merchants and industrialists, with SERUM CHOLESTEROL, BLOOD CLOTTING, AND STRESS parities between such groups, with their possible concomitant effects, only the difference in their fat intake has been accorded a serious relevance to the observed differences in incidence of cardiovascular morbidity and mortality.
The failure of such studies to consider the possible atherogenic influences of socioeconomic stress appears to us to be regrettable if only because, as we earlier have stressed,1' 2 a better correlation can be obtained between its presence and the incidence of clinical coronary artery disease than between the latter and a high-fat intake.
It tive intensity in comparison with that felt in possible previous similar experiences and also with that noted during the aforementioned general periods of occupational stress to which all accountants were exposed. Thus at the end of the study, we had a complete record of each subject's exposure to various types of personal emotional difficulty, in addition to those specific periods of socioeconomic stress which he showed with all of the other accountants. Finally at the end of the study, we were able to obtain from each subject's review of the past recorded upsets, that one which he considered to have exerted maximal stress of the particular kind we were studying (i.e., socioeconomic stress as defined above). The subjects were asked to give as frank and truthful information as possible during those interviews. From the sometimes delicate and confidential events revealed to us during such interviews, we have good reason to believe that almost without exception, these subjects made every possible attempt to cooperate in this phase of the study.
Recording of Weight and Exercise
Beginning January 8 and continuing biweekly until June 10, 1957, each subject was weighed. He was also questioned at each visit concerning the total number of hours of physical activity indulged in during the past 2 weeks and this was recorded. At the beginning of the study, each accountant was asked to refrain from indulging in any more physical activity during a period of emotional respite than he did during a period of stress. Such a restriction ensured the continued control of this factor, considered by some to play a part in the control of the serum cholesterol level.
Recording of Dietary Intake
From the outset, we were aware of the possible influence of the diet upon the blood chemical values. We also were aware1 of the total untrustworthiness of any dietary survey that depends upon either the recall abilities of subjects or its calculation from government statistics. We decided therefore to employ the dietary system we had employed in a previous study.' Each 
RESULTS

General Health
Unfortunately, approximately 6 hours after the initial bleeding period on the morning of January 8, 1957 15 , the period of maximal stress, were evaluated statistically, the change in cholesterol was found to be significant (p < 0.05).
It was of great interest to us that the "corporate" accountants (group B) who differed from the "tax" accountants in that January was as much or more a period of stress than April, exhibited just as high serum cholesterols during the former period as they did in April (fig. 3) . Furthermore, a tendency of the serum cholesterols to rise was observed in June, during which time these accountants again were exposed to moderate stress. Once again however, similar to the "tax" accountants, they had lower serum cholesterol levels during the February at the time they considered themselves under the greatest stress and only 210 mg. per 100 ml. at the time they felt most devoid of tension or a sense of urgency. The difference of the individual cholesterols at these times was statistically highly significant (p < 0.001). In conformity with this observed stress-high cholesterol relationship was the fact that the maximum serum cholesterol observed in each individual during the 5-month period occurred in 91 per cent of the subjects at the time of his maximal interval of stress. Conversely, the minimal serum cholesterol occurred in 76 per cent of the subjects at the time of minimal stress. In only 4 instances was there a disparity between the maximal and minimal cholesterol values and respective periods of stress and respite. It also was of interest that few patients showed a constant serum cholesterol throughout the 5-month period. Actually when the maximal and minimal observed cholesterol values of each subject were obtained and averaged, it was found that they differed by 63 mg. per 100 ml.
Specific Individual Changes. FiG. 4 . Correlation of serum cholesterol with accountants' own diary of work stress. When heavily concerned with year-end statements, and while he simultaneously assumed the duties of head of a large corporation when its board chairman suffered a myocardial infarction, his serum cholesterol rose to 302 mg./100 ml., but during a subsequent distinct lull in work activity, it fell to 262 mg./100 ml. With the definite increased stress of a deadline for quarterly tax returns his serum cholesterol again rose to 297 mg./100 ml. and subsequently again fell to 251 during the following period of very light activity. During the ensuing interval of severe work stress preceding the April 15 income tax deadline it again rose, to 292 mg./100 ml. and, during the subsequent marked decrease in work activity, in which time he also took a vacation, his serum cholesterol progressively fell to 231 mg./100 ml. He then entered a period of great emotional tension occasioned by the strain of working on several important and complicated tax problems. At the same time he was successfully competing to have his firm selected to do the accounting for a large Federal project. During this interval his serum cholesterol rose to 326 mg./100 ml., but during the subsequent decrease in his work-load and associated tension, again progressively fell to 266 mg./ 100 ml. pected generally in their profession. The rapidity and sometimes the profundity of the rise of serum cholesterol following such unusual stresses are readily apparent, as is its subsequent decline with relief from the stressinducing event or situation.
Unknown to us until the end of the study, one of the accountants (a 43-year-old senior partner of a very busy accounting firm) kept a detailed diary of his work load expressed in his own arbitrary units of 0 to 100. It is believed that this voluntary activity on his part was actuated by his extraordinary interest in our project, due in part at least to the fact that he had known for several years that he suffered from xanthelasma and moderate hypercholesteremia. It is of interest that the serum cholesterol values, when placed upon the same graph ( fig. 4) support the concept that socioeconomic stress was the responsible factor.' Indeed, it should be noted that various groups exhibiting a relatively low serum cholesterol (e.g., the Bantu, the bility " were employed as an indicator of stress, as good a correlation could be found between its variations and the varying incidence of clinical coronary disease in their subjects as that which they believed existed between the dietary fat intake and the latter.
The finding of a markedly accelerated clotting time in our subjects at the time of severe occupational stress appears as a possibly more important phenomenon than the elevation of their plasma cholesterol. When it is remembered that there has not been a significant increase in the serum cholesterol or dietary fat intake0' 11 Interna 12: 190, 1902 (Rome, 1903) .
"Professor Grocco thus designates a new symptom which he has often found in pleurisy with effusion. It consists in a triangular area of relative dulness on the posterior wall of the thorax opposite to the side involved. The internal border of this triangle is represented by the line of the spinous processes, the base by the lower limit of thoracic resonance (which varies somewhat over a space of 3 to 6 cmii.), and the external border by a line which extends obliquely upward to the highest point reached by the level of the exudate. Over this area the impairment of sound is more marked toward the median line and toward the base, and the base line itself varies in length and degree of dulness with different positions of the patient as he lies in bed, and with variations in the amount of fluid. The fluoroscope and radiogram confirm the percussion findings. This is illustrated by the accompanying figure, which shows two radiograms, one taken during life, the other from a cadaver in which one pleural cavity was filled with a solution of lead acetate. The test on the cadaver tends to support the idea that the pleural sac, when full of fluid, extends beyond the median line sufficiently and in such a way as to explain the triangle area of dulness above mentioned." NEPHROGENIC HYPERTENSION FOLLOWING OPERATIVE TRAUMA from that in the case reported. Interestingly enough, however, in a case described by Boeminghaus, 8 in which the postoperative hypertension was the result of renal ischemia following the ligation of an accessory renal artery (a situation more nearly comparable to that in our case) a temporary persistence of hypertension was likewise noted.
In passing it may be mentioned that the variability of the response of the renal parenchyma to a reduction of its main blood supply through the renal artery may well be due to the differences in the pattern and extent of the capsular arteries that constitute a potentially important collateral arterial bed.
SUMMARY
A report is given of an instance of malignant arterial hypertension supervening on inadvertent surgical trauma and eventual thrombosis of the right renal artery, and cured by right nephrectomy. The 
